TAX RETURN FILING INSTRUCTIONS

PUBLIC INSPECTION INSTRUCTIONS

Prepared by

Grant Thornton LLP
201 S. College Street, Ste 2500
Charlotte, NC 28244

Special Instructions

The return should be signed and dated by the appropriate officer(s).

Exempt organizations are required to provide copies of their Forms 990 for a period of three
years from the filing date for public inspection upon request. The names of any

contributors should not be disclosed, so we have deleted them. Charities must also

provide copies of Forms 990-T filed after August 17, 2006.

Application for Recognition
of Exemption

Exempt Organizations are also required to provide a copy of the Application for Recognition of
Exemption (Form 1023 or 1024) including all documents and statements submitted in support of
such application and any letter or other document issued by the Internal Revenue Service with
respect to such application.

An organization that submitted its Form 1023 or 1024 on or before July 15, 1987 must
make this form available for public inspection only if they had a copy of the Application on
July 15, 1987.

Requests made in person

If the request is made in person, the organization must respond by the end of the
business day.

Requests made in writing

If the request is made in writing, response is generally required within 30 days.

Fees charged for copies

The organization can make a reasonable charge for copying and postage. The regulations
limit the copying charge to that charged by the IRS for providing copies, currently $1.00 for the
first page and $0.15 for each additional page.

What if we post the Form 990
on our website?

The requirement to provide copies can be eliminated if the organization posts the relevant
documents on its website. The public must be able to download the documents and print
them in the exact form they were filed with the IRS (except for disclosing contributors).
The download must be free and use software that is available without charge. Even if the
documents are posted on the web, the organization must still have a copy available for
inspection at its offices.

What if we fail to comply with
requests?

Please be aware that significant monetary penalties may be imposed by the IRS on an
organization for failure to follow the above provisions.




OMB No. 1545-0047

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung
benefit trust or private foundation)

Department of the Treasury
Internal Revenue Service

A For the 2010 calendar year, or tax year beginning

C Name of organization

Open to Public
Inspection
, 20

D Employer identification number

P The organization may have to use a copy of this return to satisfy state reporting requirements.
, 2010, and ending

B Check if applicable:

- ADVENTIST HEALTHCARE, INC.

change, Doing Business As 52-1532556
] Narme change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
|| mitial retum 1801 RESEARCH BOULEVARD 400 (301) 315-3338

City or town, state or country, and ZIP + 4

Terminated

|| rnended ROCKVILLE, MD 20850-3184 G Grossreceipts $ 642,413, 668.
/;ppg_ce:ion F Name and address of principal officer: WILLIAM G. ROBERTSON H(a) Is}f t.““’; a group retum for Yes

LI pendin affiliates?

Yes

B
1801 RESEARCH BOULEVARD ROCKVILLE, MD 20850-3184 H(b) Are all affiliates included? B No

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) «q (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p» WWW.ADVENTISTHEALTHCARE .COM H(c) Group exemption number P>
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Yearof formation: 1 983| M State of legal domicile: MD
Part | Summary
1 Briefly describe the organization's mission or most significant activites: _ _ _ _ __ __ _ _ _ _ _ _ _ o ___
,|  WE_DEMONSTRATE GOD'S CARE_BY IMPROVING THE HEALTH OF PEOPLE """ "7~
§|  AND_COMMUNITIES THROUGH A MINISTRY OF PHYSICAL, MENTAL, AND __ """ """ """ """~
€|  SPRIRITUAL HEALING. _____
% 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
g 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . . . . . . .. . .. ... .. 3 18.
_‘§ 4  Number of independent voting members of the governing body (Part VI, linetb) 4 14.
S| 5 Total number of individuals employed in calendar year 2010 (Part V, ne 2a) 5 7,910.
E 6 Total number of volunteers (estimate if necessary) . . . . . . L. L 6 1,575.
7a Total gross unrelated business revenue from Part VIll, column (C), line12 7a 722,146.
b Net unrelated business taxable income from Form 990-T, liN€ 34 . . . & & & & 4 & 4 & 4 v & v o v a e a e a e 7b
Prior Year Current Year
o| 8 Contributions and grants (Part VI, line th) 3,705,193. 3,382,441.
2|9 Program service revenue (Part VIII, line 2g) COPY FOR 636,868,481. 628,049,282.
g . et PUBLIC INSPECTION
& 10 Investment income (Part VIII, column (A), lines 3,4, and 7d) = = | 2,499,855. 5,645, 8061.
11 Other revenue (Part VI, column (A), lines 5, 6d, 8¢, 9c, 10c,and 11e) 1,687,902. -5,486,174.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12) . . . . . . . 644,761,431. 631,591,410.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 1,671,850. 2,170,872.
14 Benefits paid to or for members (Part IX, column (A), line4) 0.
@ 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) = | 295,535,311. 302,423,974.
2 | 16 a Professional fundraising fees (Part IX, column (A), line 11e) . . . . . . . .. . .. ... 0.
é’- b Total fundraising expenses (Part IX, column (D), line 25) p 3,220,248.
“l7 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24f) 331,530,858. 295,692,505.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) = . . .. 628,738,019. 600,287,351.
19 Revenue less expenses. Subtract line 18 from line 12 |, . . v v v v v v v v v v e e e e e 16,023,412. 31,304,059.
H g Beginning of Current Year End of Year
§§ 20 Totalassets (Part X, line 16) . . . . . L L 633,852, 730. 742,822,801.
%: 21 Total liabilities (Part X, line 26) 452,269,574. 483,117,111.
§E 22 Net assets or fund balances. Subtract line 21 fromline20 . . . . v v v v v v v v v e e . 181,583,156. 259,705,690.

| Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

U
[V
H

Sign }
Here Signature of officer Date
} JAMES G. LEE CFO & EXE. VP
Type or print name and title
Print/Type preparer's name Preparer's signature Date Check if PTIN
i . . If-
Paid Michele Melchior %/%/\7 Digitall signed by Melchior, Michele 11/15/2011 :?nployed > |:|
Preparer
uSepomy Firm's name D> GRANT THORNTON LLP EIN »
Firm's address B> 201 S. COLLEGE ST., STE. 2500 CHARLOTTE, NC 28244 Phoneno. B 704-632-3500

m Yes I_I No

Form 990 (2010)

May the IRS discuss this return with the preparer shown above? (see instructions)

For Paperwork Reduction Act Notice, see the separate instructions.
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Form 990 (2010)

ETad ||l Statement of Program Service Accomplishments

Check if Schedule O contains a response to any question in this Part IlI

Briefly describe the organization's mission:
WE DEMONSTRATE GOD'S CARE BY IMPROVING THE HEALTH OF PEOPLE AND

COMMUNITIES THROUGH A MINISTRY OF PHYSICAL, MENTAL, AND
SPRIRITUAL HEALING.

Did the organization undertake any significant program services during the year which were not listed on

the prior Form 990 oF 990-EZ2 . . . . . . ot [ Ives No
If "Yes," describe these new services on Schedule O.

Did the organization cease conducting, or make significant changes in how it conducts, any program

OV IS Y e e e e e [ Jves No
If "Yes," describe these changes on Schedule O.

Describe the exempt purpose achievements for each of the organization's three largest program services by expenses.

Section 501(c)(3) and 501(c)(4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses$  494,610,951. including grants of § 2,170,872. ) (Revenue $ 582,914,306. )
ATTACHMENT 1
4b (Code: ) (Expenses $ 10,999,967. including grants of $ ) (Revenue $ 45,134,976. )
ATTACHMENT 2
4c (Code: ) (Expenses $ including grants of § ) (Revenue $ )
4d Other program services. (Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses » 505,610,918.
JSA Form 990 (2010)
0E1020 1.000
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Form 990 (2010)
Part IV Checklist of Required Schedules

Page 3

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A . . . & o i i i e e e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors? (see instructions) . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,"complete Schedule C,Part]. . . . . v « ¢ v v v o v v v it e e e e e e e 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,"complete Schedule C,Part!l. . . . . . . .« . v v v v v i v oo 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes," complete Schedule C,
22 T 1 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes,"
complete Schedule D, Part | . . . . . & o v v i i i e e e e e e e e e e e e e e e e e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,"complete Schedule D, Partil. . . . . . . . . . 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Ill . . . . .« o v i i i e e e e e e e e e e e e e e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . . . .« o o i v i i e e e e e e e e e e e e e e e e e e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? If "Yes,"complete Schedule D, Part V.. . . . . . . . i i i i i i it it e e e e e 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VI, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"complete
Schedule D, Part VI . . . . @ . . e e e e e e Ma| X
b Did the organization report an amount for investments—othersecurities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIl , . . . . .. . ... ..« .«.. 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIIl, . . . . .. .. ... .. ... 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,"complete Schedule D, Part IX . . . . . . . v i v v i i e e e et e e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,"complete Schedule D, Part X |11e X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,"complete Schedule D, PartX , . . . . . 11f X
12 a Did the organization obtain separate, independent audited financial statements for the tax year?  If "Yes,"
complete Schedule D, Parts XI, XIl, and XIIl. . « « « v v v o v v i e e e e e e e e e e e e e e e e e e e e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?  If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI, XIl, and Xlll is optional . . . « .« « « « « « . . 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E . . . . . . . . .. 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States? . . ... .. ... ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? If "Yes,"complete Schedule F, Parts | and IV- - | 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,"complete Schedule F, Partslland IV . . . . . .. 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes,"complete Schedule F, Partsllland IV . . . . . . .. ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes,"complete Schedule G, Part | (seeinstructions) . . . . . . ... .. 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes,"complete Schedule G,Partll . . . . « « ¢ v v v o v i i e e e e e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes,"complete Schedule G,Part Il . . . . v v o v v v i e e e e e e e e e e e e e e e e e e e e e 19 X
20 a Did the organization operate one or more hospitals? If "Yes," complete Schedule H . . . . . . . . ... ... ... 20a X
b If "Yes" to line 20a, did the organization attach its audited financial statements to this return? Note. Some Form
990 filers that operate one or more hospitals must attach audited financial statements (see instructions) . . . . . 20b X
JSA Form 990 (2010)
0E1021 1.000
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Form 990 (2010)
Part IV Checklist of Required Schedules (continued)

Page 4

Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (A), line 1? If "Yes,"complete Schedule |, PartslandIl. . . ... ... ... 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 2?7 If "Yes," complete Schedule I, Parts land lll . . . . . . .. ... ..o 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . . . . . i it e e e e e e 23 X
24 a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If “N0,”go to line 25 . . . . . . . . i i o e e e e e e e e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . ... ... 24b X
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNds? . . . . . . L L i e e e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . ... ... 24d X
25 a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,"complete Schedule L,Part! . . . ... .. .. ... v... 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes,"complete Schedule L, Part |. . . . . . . i i i it i e e e e e e e e e 25b X
26 Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes,"complete Schedule L, Part Il . | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor, or a grant selection committee member, or to a person related to such an individual?
If "Yes,"complete Schedule L, Part Il . . . . . . . . . @ @ i i i i i i e e e e e e e e e e e e e e e e e e 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . . . @ o i i i i e e i e e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,"complete Schedule L, PartIV . . . ... ... 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"complete Schedule M . . . . . . . . . @ i i i i i i i e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
e T 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part 1], . . . . v v i v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes,"complete Schedule R, Partl. . . . . . . . .« v v v o v v v u . 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts I, Il
A Lo B VA =T 34 X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? . . .. .. .. ... ... 35 X
a Did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)?  If "Yes," complete Schedule R,
PartV,lne 2 . . . . e e e ves L No
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes,"complete Schedule R,Part V,line 2. . . . . . . . . . . i i i i i v it it e e u 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,
Part VI . . e e e e e e e e e e e e e e T I 4 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
19? Note. All Form 990 filers are required to complete Schedule O. . . . . . . . . . . . i v v vt v v v u v v uu. 38 X
Form 990 (2010)
JSA
0E1030 1.000
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Form 990 (2010) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any questioninthisPartV. . . . .. ................. [ ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable , . . ... .. .. 1a 817
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable , , . ... ... 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize Winners?, . . . . . . . . . . . . . e e e e e e e e e e e e e e 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a 7,910

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X

b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O _ ., . . .. .. .. ... 3b X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
Lo U L 4a X

b If “Yes,” enter the name of the foreign country: » __
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . ., ., . ... 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | Sb X
c If"Yes,"to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . @ ' i i i i i e i en. 5c

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization solicit any contributions that were not tax deductible? , ., . . . .. ... ... ... ... . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? | | . . . ... L. e e e 6b

7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? | . . . . . . ... L. e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . ... ... ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required to file FOrm 82827 . . . . . & i i i e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . ... ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? , , , | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?, . . | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring

9 Sponsoring organizations maintaining donor advised funds.

a Did the organization make any taxable distributions under section 49667 . . . . . . .. ... ... ... . . .... 9a

b Did the organization make a distribution to a donor, donor advisor, or related person? . . . . . .. ... ... ... 9b

10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included on Part VIIl, line12 . . . .. ... ... ... 10a

b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities ... .[10b

11  Section 501(c)(12) organizations. Enter:

a Gross income from members or shareholders . . . . . . . . . . 0 i i e 11a

b Gross income from other sources (Do not net amounts due or paid to other sources

against amounts due or received from them.) , . . . . . . . . . . . . . i e 11b

12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? |12a

b If "Yes," enter the amount of tax-exempt interest received or accrued during the year | | . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.

a Is the organization licensed to issue qualified health plans in more than one state?, . ., . . . ... ... ...... 13a

Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified health plans , . ... ........... 13b
c Enterthe amount of reserves on hand | | . . . . . 0 i i i e e e e e e e e e 13c
14 a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . . . 14b
OE10:§?.000 Form 990 (2010)
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Form 990 (2010) Page 6

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and
for a "No" response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
Schedule O. See instructions.

Check if Schedule O contains a response to any question in this Part VI . ... ............
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . . 1a 18
b Enter the number of voting members included in line 1a, above, who are independent . . .. .. 1b 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . . . . L L e e e e e e s 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person? .. L3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? . . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets? .. ... 5 X
6 Does the organization have members or stockholders? . . . . . . . . . o i i i i i i it e e e s e s 6 | X
7a Does the organization have members, stockholders, or other persons who may elect one or more members
of the governing body? .« v v v v v i e e e e e e e e e e e e e e e e e e e e e e e 7a | X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? ce. 7 [ X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . v v v v v v i i e e e e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governing body? . . . ... ... ... ... .. .00 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O , . . .. ... .. .. 9 X
Section B. Policies(This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affiliates? . . ... ... .. ... ... 0000, 10a | X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization? . .. .. .. ... 10b | X
11a Has the organization provided a copy of this Form 990 to all members of its governing body before filing the
0T 111 11a | X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Does the organization have a written conflict of interest policy? If "No,"gotoline 13 . . . . . . ... . o . .. 12a | X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
ASe 10 CONMlICIS? -« o o vt i e i e i e e e e e e e e e e e e e e e e e e e e e e e e e 12b | X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O how thiSiS dONE . . . . o o v i v i i e e e e e e e e e e e e e e e e e 12¢ | X
13 Does the organization have a written whistleblower policy? . . . . . . . . .« o i i i i o e e . 13 | X
14  Does the organization have a written document retention and destruction policy? . .. ... .. ... .. ... .. 14 | X
15  Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . ... ... ... ........... 15a | X
b Other officers or key employees of the organization . . . . . . . . i i v i it ittt it e e e e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O. (See instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the Year? . . . . . . . . . i it i e e e e e e e e e e e e e 16a | X
b If "Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? . . . . . . ... .. ... ... ... .... 16b | X

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed > L ______
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)

available for public inspection. Indicate how you make these available. Check all that apply.
Own website Another's website Upon request

19  Describe in Schedule O whether (and if so, how), the organization makes its governing documents, conflict of interest
policy, and financial statements available to the public.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the

301-315-3020
JSA Form 990 (2010)
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4"/l Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees,

and Independent Contractors

Check if Schedule O contains a response to any question in this Part VII

Section A.

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the

organization's tax year.

® List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount
of compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

® List all of the organization's current key employees, if any. See instructions for definition of "key employee."
® |ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)

who received reportable compensation
organization and any related organizations.

(Box 5 of Form W-2 and/or

Box 7 of Form 1099-MISC) of more than $100,000

from the

® List all of the organization's former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.

® List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of
the organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.
|:| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.
(A) (B) (€) (D) (E) (F)
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hours per 93z g P g% J compensation compensation amount of
week 22| =9 |S|2z| 3 from from related other
(descibe | S 2| S 2 4|2 the organizations compensation
housfor | & 2| 8 gl° g organization (W-2/1099-MISC) from the
Org;‘ijfztj{i’ons alg 8 3 (W-2/1099-MISC) organization
in Schedule ] 53 ? and related
0) @ & organizations
Q
_()WILLIAM G. ROBERTSON |
PRESIDENT & CEO 40.00| X X 1,122,734. 0 45,921.
__(2)bAVID E. WEIGLEY |
CHATIRMAN 1.00] X X 0. 0 0.
__()J. NEVILLE HARCOMBE |
VICE CHAIR 1.00] X X 0. 0 0.
__(4ELAINE L. ARTHUR |
VICE CHAIR 1.00] X X 0. 0 0.
__(5)SETH T. BARDU |
MEMBER 1.00] X 0. 0 0.
__(6)FRED M. MANCHUR _____________|
MEMBER 1.00] X 0. 0 0.
__(r)RUTH ELLEN BULGER, A.M. |
MEMBER 1.00] X 0. 0 0.
__(B)NORTON A. ELSON, MD _________|
MEMBER 1.00] X 0. 0 0.
__(@)MARK B. GRIFFIN _____________|
MEMBER 1.00] X 0. 0 0.
_(10)SCOTT MCCLURE, ESQ |
VICE CHAIR 1.00] X X 0. 0 0.
_(MWILLIAM K, MILLER |
MEMBER 1.00] X 0. 0 0.
_(12)MARTA BRITO PEREZ ___________ |
MEMBER 1.00] X 0. 0 0.
_(13)PETER H. PLAMONDON JR. ______ |
MEMBER 1.00] X 0. 0.
_(14)DAVID C. STUMP, MD __________|
MEMBER 1.00] X 0. 0.
_(15)ROBIN THOMASHAUER ___________|
MEMBER 1.00] X 0. 0.
_(16)STEPHEN L. TUCK, MD _________|
MEMBER 1.00] X 0. 0.
JSA Form 990 (2010)
0E1041 1.000
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ELA'YIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees(continued)

(A) )] © (D) (E) (F)
Name and title Average Position (check all that apply) Reportable Reportable Estimated
hours per i 2 gg g E g8z d compensation compensation amount of
week SZ182/8|2|33|32 from from related other
(descrive | & & |® & _3 § % = the organizations compensation
housfor | = = | B 18|78 organization (W-2/1099-MISC) from the
relétec_i % @ 3 (W-2/1099-MISC) organization
organizations @ 2 and related
in Schedule O) % organizations
(7) WEYMOUTH SPENCE, EBD.D |
MEMBER 1.00| X 0. 0. 0.
(18) EDMUND F. HODGE |
EXE. VP & CAO 40.00 X 693,770. 0. 35,530.
(9) JAMES G. LEE ]
CFO & EXE. VP 40.00 X 574,429. 0. 27,574.
(20) GAUROV DAYAL |
CHIEF MED. OFFICER 40.00 X 540,824. 0. 31,133.
(1) SUSAN L. GLOVER |
SR. VP / CQIO 40.00 X 359,335. 0. 38,471.
(22) DENNIS HANSEN |
PRESIDENT SGAH 40.00 X 622,147. 0. 41,654.
(3) JERE STOCKS ]
PRESIDENT WAH 40.00 X 530,295. 0. 28,670.
(4 HISARO THOMPSON |
PRESIDENT ABH 40.00 X 293,453. 0. 20,589.
(5 GEORGE CHILD |
VP - ASLS 40.00 X 462,524. 0. 25,799.
(26) GENE MILTON |
PRES/SEC - HRMC 40.00 X 449,227. 0. 85,271.
(7) DORIS REINHART |
VP ADMIN - ARHM 40.00 X 245,738. 0. 55,4009.
(8) RETTH BALLENGER |
VP - AHHS 40.00 X 217,827. 0. 22,287.
1b Sub-total > 6,112,303. 0. 458,308.
¢ Total from continuation sheets to Part VII, Section A ATTACHMENT 3. .. »| 2,205,198. 0 159,246.
d Total (add lines1band1c) . . . . . . . . . 0 0 i v v i it s i e s e > 8,317,501. 0 617,554.
2 Total number of individuals (imcluding but not limited to those listed above) who received more than $100,000 in
reportable compensation from the organization  » 251
Yes | No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes,"complete Schedule J for suchindividual . . . . . . . . . . v i v v i v i v i v e n e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such
individual . . v o o e e e e e e e e e e e e e e e e e e e 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If "Yes,"complete Schedule J for suchperson . . . . . .. . .. ' u .. 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization.

(A)

Name and business address

(B)

Description of services

(©)

Compensation

ATTACHMENT 4

2 Total number of independent contractors (including but not limited to those listed above) who received

more than $100,000 in compensation from the organization »

92

JSA
0E1050 1.000
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Part Vil Statement of Revenue
(A) (B) (C) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512,513, or 514

‘23 1a Federated campaigns . . . . . . . . | 1a
%% b Membershipdues . ........[|1b
4 E ¢ Fundraisingevents . . ... ....[1c
%E d Related organizations . . . . . ... | 1d 1,788,354.
g’E e Government grants (contributions) . . | _1e 991,853.
1% g f Al other contributions, gifts, grants,
;'%7':5 and similar amounts not included above . L_1f 602,234.
S'g g Noncash contributions included in lines 1a-1f:  $
O® h Total. AddliNes 1a-1f + v v v v v v vt e v v e e v u u D 3,382,441.
g Business Code
§ 2a WOMEN AND CHILDREN 900099 219,545,470. 219,545,470.
% b CARDIAC 900099 110,679,020. 110,679,020.
-g ¢ BEHAVIORAL HEALTH 900099 45,134,976. 45,134,976.
3 d ONCOLOGY 900099 28,646,855. 28,646,855.
g e OCCUPATIONAL/SPEECH/PHYST 900099 15,457,841. 15,457,841.
§ f Al other program service revenue . . . . . 900099 208,585,120. 207,862,974. 722,146.
a g Total. AddliNes2a-2f + v v v v v v v v vt v e nene. P 628,049,282.
3 Investment income (including dividends, interest, and
other similaramounts) . . . . . . . ... 0oL 0Ll > 5,170,856. 5,170,856.
Income from investment of tax-exempt bond proceeds . . > 0.
5 Royalties + = =+ s st B 0.
(i) Real (i) Personal
6a GrossRents. . . . .. .. 4,920,322.
Less: rental expenses . . . 10,514,071.
c Rental income or (loss) . . -5,593,749.
d Netrentalincome or (I0SS) « « = « « «+ « o s v v+ v o o« P -5,593,749. -5,593,749.
(i) Securities (i) Other
7a  Gross amount from sales of
assets other than inventory 475,005.
b Less: cost or other basis
and sales expenses . . . .
c Gainor(loss) - « .« . .. 475,005.
d Netgainor(Ioss) « « « « + ¢ s s v v v o s v s s o oo P 475,005. 475,005.
g 8a Gross income from fundraising
5 events (not including $
5 of contributions reported on line 1c).
x SeePartlV,line18 « . oo vv.... a
jg b Less:directexpenses . . . + . . . ...
6 ¢ Netincome or (loss) from fundraisingevents . . . . . . . . B 0.
9a Gross income from gaming activities.
See Part IV, line 19 e h i e .. a
Less: directexpenses + + =+ v 4 0 4 ..
Net income or (loss) from gaming activites . . . . . . . . . B> 0.
10a Gross sales of inventory, less
returns and allowances , ., , .. .. .. a 415,762.
b Less:costofgoodssold . . . . . . . .. 308,187.
¢ Netincome or (loss) from sales of inventory . . . . . ... .D» 107,575. 107,575,
Miscellaneous Revenue Business Code
11a
b
c
d Allotherrevenue . . . .« ¢ v v v o v W
e Total. Addlines 11a-11d « + « v v v v v v v v v v v u . P 0.
_ |12 Total revenue. Seeinstructions + « . + o v v v v o .. LB 631,591,410, 627,327,136, 722,146, 159,687,

JSA
0E1051 2.000
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Section 501(c)(3) and 501(c)(4) organizations must complete all columns.

All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).

Do not include amounts reported on lines 6b,

(A)
Total expenses

(B)

(C)
Management and

(D)

7b, 8b, 9b, and 10b of Part ViII. Prog;apngnsstz';/ o general expenses Fgggéilinsg
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21 2,170,872. 2,170,872.
2 Grants and other assistance to individuals in
the U.S.SeePartIV,line22 . ......... 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S.SeePartlV,lines15and 16 _ , _ ., . . .. 0.
4 Benefits paid to or formembers , |, , . ... .. 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 6,547,014. 6,547,014.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) ., . . . . . 0.
Other salariesandwages . . . . . . « . « . . . 246,090,068. 213,501,143. 30,969, 953. 1,618,972.
Pension plan contributions (include section 401(k)
and section 403(b) employer contributions) . . . . . . 7,214,375. 6,263,797. 901,167. 49,411.
9 Otheremployee benefits . . . . . . ... ... 23,821,029. 18,917,200. 4,769,370. 134,4509.
10 Payrolltaxes . « « = v v+ v 0 4w wx e 18,751,488. 15,496, 995. 3,147,235. 107,258.
11  Fees for services (non-employees):

a Management . . . . . ..t ieeeee . 7,298,650. 7,031,060. 267,590.

blegal v v v e 1,383,806. 1,381,889. 1,917.

c Accounting + - v i h h h e e e e e e e e e e 460,842. 439,242. 21,600.

d Lobbying + + s v v v n e e e 346,693. 346,693.

e Professional fundraising services. See Part 1V, line 17 0.

f Investment management fees . . . ... ... 4,409,933. 4,409,933.

G Other v v v e e e e e e e e e e 48,264,352. 38,406,300. 8,966,258. 891,794.
12 Advertising and promotion . . . . . . . .. .. 1,089,360. 31,591. 1,056,160. 1,609.
13 OffiCe EXPENSES + v v v v v o v v v v e e e e s 59,638,696. 53,974,964. 5,429, 955. 233,777.
14 Informationtechnology . . ... ... .. ... 21,497,642. 16,110,333. 5,387,309.

15 ROYaltieS, o v v v v v e e 0.
16 OCCUPANCY = = = = = = & & & & & ¢ o o o v v« 24,012,748. 17,279,176. 6,633,672. 99,900.
17 Travel o v e e e e e e e e e 1,525,532, 799,130. 691,187. 35,215.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings 534,510. 329,299. 180, 951. 24,260.
P R Y 4,387,734. 19,902. 4,367,832.
21 Paymentsto affiliates . . ... ........ 0.
22 Depreciation, depletion, and amortization 26,921,529. 26,434,996. 486,533.
23 Insurance , ., . . ... ......0.0.0.... 4,348,879. 4,348,879.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24f. If
line 24f amount exceeds 10% of line 25, column
(A) amount, list line 24f expenses on Schedule O.)

aMEDICAL SUPPLIES 62,641,920. 62,540,490. 101,430.

pBAD DEBTS _ _ _ _ 26,303,670. 26,303,670.

¢ RECRUTTMENT 626,0009. 625,933. 76.

d___

e _

f All other expenses _ _ _ _ _ _ _ _ _ _ _______

25  Total functional expenses. Add lines 1 through 24f 600,287,351. 505,610,918. 91,456,185. 3,220,248.
26 Joint Costs. Check here p if following

SOP 98-2 (ASC 958-720). Complete this line
only if the organization reported in column
(B) joint costs from a combined educational
campaign and fundraising solicitation

JSA
0E1052 1.000
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Balance Sheet

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . . . . . . . . 57,251.] 1 57,301.
2 Savings and temporary cash investments . . ... ... ... .. .. .. 21,466,999.| 2 13,581,054.
3 Pledges and grants receivable,net . . . . . . ... .. ... ... 401,062.| 3 1,124,993.
4 Accountsreceivable,net . . L, 78,515,466.| 4 96,673,141.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
Schedule L, . . ... . 5
6 Receivables from other disqualified persons (as defined under section 4958(f)(1)), persons
described in section 4958(c)(3)(B), and contributing employers and sponsoring organizations of
" section 501(c)(9) voluntary employees' beneficiary organizations (seeinstructions) . . . . . . . 6
‘3’ 7 Notes and loans receivable,net . . . . . . . . . ... .. ... ... 8,153,935.| 7 6,301,893.
2 8 Inventories forsale oruse | | . . . . . ... .., 8,566,095.| 8 9,232,121.
9 Prepaid expenses and deferred charges . . . . .. .. .. ... .. .... 6,364,937.| 9 7,118,185.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D [10a 642,147,042.
b Less:accumulated depreciation . ., . . ... ... 10b 310,918,321. 320,171,363.(10¢c 331,228,721.
11 Investments - publicly traded securities . . . . . . . ... 0t e n ... 108,119,972.1 11 175,844,638.
12  Investments - other securities. See Part IV, line 11 . . . . . .. ... ..... 1,239,849.|12 6,335,406.
13 Investments - program-related. See Part IV, line 11 . . .. ... ... .... 9,685,395.] 13 50,981,408.
14 Intangible @SSetS . . v v v v v i e e e e e e e e 6,196,899.| 14 5,519,669.
15 Otherassets. See PartIV,line11 . . . . . . . v i ittt e e e e e 64,913,507.| 15 38,824,271.
16 Total assets. Add lines 1 through 15 (mustequalline34) .. ........ 633,852,730.] 16 742,822,801.
17  Accounts payable and accrued eXpenses . . . . . v v v v . v v e h e e e e . 93,498,829.| 17 93,420,228.
18 Grantspayable. . . . . . . . . . . i i ittt et e e e e e e e e e 18
19  Deferredrevenue . . ... ... . ... ... . 19
20 Tax-exemptbondliabilities . . . . . . . v v it e e e e e e e 220,417,465.| 20 248,377,297.
®|21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
£(22 Payables to current and former officers, directors, trustees, key
",': employees, highest compensated employees, and disqualified persons.
= Complete Part Il of Schedule L . . . o\ o v ve e e e e e e 22
23  Secured mortgages and notes payable to unrelated third parties . ... ... 42,462,208.| 23 84,203,835.
24 Unsecured notes and loans payable to unrelated third parties . .. ... ... 71,900,000.| 24 16,000,000.
25 Other liabilities. Complete Part X of ScheduleD . . ... ........... 23,991,072.| 25 41,115,751.
26  Total liabilities. Add lines 17 through 25 . . . . . .\t v v v o v v v n e 452,269,574.]| 26 483,117,111.
Organizations that follow SFAS 117, check here » m and complete
o lines 27 through 29, and lines 33 and 34.
% 27 Unrestricted net assets . . . . . . v v vt e e e e e e e e e e e e e e 177,553,329.| 27 257,609,555.
g 28 Temporarily restrictednetassets . . . .. .. ... ... ... 4,029,827.| 28 2,096,135.
5|29 Permanently restrictednetassets , . . ..................... 29
E Organizatit_)ns that do not follow SFAS 117, check here > |:| and
5 complete lines 30 through 34.
©130 Capital stock or trust principal, or currentfunds . . . ... .......... 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipmentfund . . . .. ... 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
2133 Totalnetassetsorfund balances . . . . . . v o v oo 181,583,156.] 33 259,705,690.
34 Total liabilities and net assets/fundbalances . . ... ............. 633,852,730.| 34 742,822,801.
Form 990 (2010)
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Form 990 (2010)
Part XI Reconciliation of Net Assets

Check if Schedule O contains a response to any questioninthisPart Xl . . .. ... ... ... ... .00,

O~ WON -

Total revenue (must equal Part VIII, column (A), line12) . . . . . v v v o v i i i i i e s e e e e e

631,591,410.

600,287,351.

Total expenses (must equal Part IX, column (A), line25) . . . . . . . i i v it it i it it i e
Revenue less expenses. Subtract line 2 fromline1 . . .« v v v o 0 v i i i d i e e e e e e

31,304,059.

Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . .. ... ..

181,583,156.

Other changes in net assets or fund balances (explain in ScheduleO) . . ... .............

46,818,475.

Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
column (B)) v v v i e s s e e e e e e e e e e e e e e e e s

259,705, 690.

Part Xl Financial Statements and Reporting

Check if Schedule O contains a response to any questioninthisPart XIl . . . .. ... ... ... . .00,

Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X
b Were the organization's financial statements audited by an independent accountant? 2b | X
¢ If"Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consolidated basis, or both:
[ ] separate basis Consolidated basis || Both consolidated and separate basis
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-133? % | X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b | X
Form 990 (2010)
JSA
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SCHEDULE A

| omB No. 1545-0047

(Form 990 or 990-E2) Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3) organization or a section 2 @ 1 0
4947(a)(1) nonexempt charitable trust. .
Department of the Treasury . . Open to P"_jb“c
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number
ADVENTIST HEALTHCARE, INC. 52-1532556

Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

A church, convention of churches, or association of churches described in  section 170(b)(1)(A)(i)-

A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

A hospital or a cooperative hospital service organization described in  section 170(b)(1)(A)(iii).

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, andstate: =~~~
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Partll.)

A federal, state, or local government or governmental unit described in  section 170(b)(1)(A)(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part l.)

A community trust described in  section 170(b)(1)(A)(vi). (Complete Part 11.)

An organization that normally receives: (1) more than 33 1/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Partll.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a |:| Type | b |:| Type Il c |:| Type Il - Functionally integrated d |:| Type Il - Other

By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type Il, or Type Ill supporting
organization, check this box | e
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? = . . . . . ... ... ..... 11g(i)
(ii) Afamily member of a person described in (i) above? 11g(ii)
(iii) A 35% controlled entity of a person described in (i) or (i) above? . ... ... ... ... 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (ii) EIN (i) Type of organization (iv) Isthe [ (V) Did you notify (vi) Is the (vii) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgllj'r('g\'/setfrﬂr:” in col. (i) of col. (i) organized
(see instructions)) et your support? in the U.S.?
Yes No Yes No Yes No
(A)
(B)
(©)
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2010

Form 990 or 990-EZ.

JSA
0E1210 3.000
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Schedule A (Form 990 or 990-EZ) 2010 Page 2

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part I1l. If the organization fails to qualify under the tests listed below, please complete Partlll.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.") . . . . . .

2 Tax revenues levied for the organization's
benefit and either paid to or expended on
tsbehalf . . . . . v v v v oo

3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .

4 Total. Add lines 1 through3 . . . . . ..

The portion of total contributions by each

person (other than a governmental unit or

publicly supported organization) included

on line 1 that exceeds 2% of the amount

shown on line 11, column (f), . . . . ..

6 Public support. Subtract line 5 from line 4.
Section B. Total Support

Calendar year (or fiscal year beginning in) »> (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

7 Amountsfromline4 . ... ... ...

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources

9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . « . . . . .. .

10 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin PartIV.) « . v o v v v v 0w v

11  Total support. Add lines 7 through 10

12  Gross receipts from related activities, etc. (seeinstructions) . . « « v v v v v v i e e e e 12
13  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stophere . . . . . . . . . i L i i i i it e e e e e e e e e e e e e e e e e e e e e e e » I:I
Section C. Computation of Public Support Percentage
14  Public support percentage for 2010 (line 6, column (f) divided by line 11, column (f)) . .. ... .. 14 %
15 Public support percentage from 2009 Schedule A, Part Il line14 . . . .. .. ... ... ... ... 15 %
16a 33 1/3 % support test - 2010. If the organization did not check the box on line 13, and line 14 is 33 1/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . ... ... ............. 4
b 331/3 % support test - 2009. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization . . . ... ........... 4

17a 10%-facts-and-circumstances test -2010. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OMgaNIZAtION L L L . it i i it e e e e e e e e e e e e e e e e e e e e e e e e >

b 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported Organization . . . . . . . . . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSITUCHONS L L L . . i i i s s s e e e e e e e e e e e e e e e e e e e >

Schedule A (Form 990 or 990-EZ) 2010

JSA

0E1220 1.000
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Schedule A (Form 990 or 990-EZ) 2010
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part II.)

Page 3

Section A. Public Support

Calendar year (or fiscal year beginning in) P

1

7a

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose = |
Gross receipts from activities that are not an
unrelated trade or business under section 513 |
Tax revenues levied for the organization's
benefit and either paid to or expended on
its behalf ----------------
The value of services or facilities
furnished by a governmental unit to the
organization without charge
Total. Add lines 1 through 5
Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .

Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of
$5,000 or 1% of the amount on line 13
fortheyear. . . . . . . . . v v o

Addlines7aand7b . . . . . . . 0. .
Public support (Subtract line 7c from
INEBG.) v v v v v v i e i v e e e e

(a) 2006

(b) 2007

(c) 2008 (d) 2009

(e) 2010

(f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) P

9
10 a

1

12

13

14

Amounts fromline6 . . . . . ... ...
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v + v v v + s & = + = = = = = &«

Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
Add lines 10a and 10b

Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carried ON = « = = & & 2w 4w w o ow o= o

Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) . . ... ......
Total support. (Add lines 9, 10c, 11,
and 12.)

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

(a) 2006

(b) 2007

(c) 2008 (d) 2009

(e) 2010

(f) Total

Section C. Computation of Public Support Percentage

15  Public support percentage for 2010 (line 8, column (f) divided by line 13, column (f)) . . . . . . ... 15 %
16  Public support percentage from 2009 Schedule A, Partlll,line15 . . . . . . . . v o v v v v i v v dww . 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2010 (line 10c, column (f) divided by line 13, column (f)) . . . . . ... .. 17 %
18 Investment income percentage from 2009 Schedule A, Partlll, line 17 . . . . . . . . . ... ... ... 18 %
19a 331/3 % support tests - 2010. If the organization did not check the box on line 14, and line 15 is more than 331/3 %, and line

17 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2

b 331/3 % support tests -2009. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and

line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2 ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA

0E1221 1.000

Schedule A (Form 990 or 990-EZ) 2010
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52-1532556
Schedule A (Form 990 or 990-EZ) 2010 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part I, line 17a or 17b; or Partlll, line 12. Also complete this part for any additional information. (See
instructions).

JSA Schedule A (Form 990 or 990-EZ) 2010

0E1225 2.000
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Schedule B
(Form 990, 990-EZ,
or 990-PF)

Department of the Treasury
Internal Revenue Service

Schedule of Contributors

p Attach to Form 990, 990-EZ, or 990-PF.

OMB No. 1545-0047

2010

Name of the organization

Employer identification number

ADVENTIST HEALTHCARE, INC.

52-1532556
Organization type (check one):
Filers of: Section:

Form 990 or 990-EZ

Form 990-PF

501(c)( 3 ) (enter number) organization

527 political organization

501(c)(3) exempt private foundation

Oo0dugE

501(c)(3) taxable private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

4947(a)(1) nonexempt charitable trust not treated as a private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See

instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Parts | and II.

Special Rules

|:| For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33
sections 509(a)(1) and 170(b)(1)(A)(vi), and received from any one contributor, during the year, a contribution of the
greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h or (ii) Form 990-EZ, line 1. Complete Parts

land Il

1/3 % support test of the regulations under

|:| For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor, during

the year, aggregate contributions of more than $1,000 for use
educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, I, and lIl.

exclusively for religious, charitable, scientific, literary, or

|:| For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor, during
the year, contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did not
aggregate to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the  General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or more

during the year

> $

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2 of its Form 990, or check the box on line H of its Form 990-EZ, or on
line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF.

JSA
0E1251 1.000

Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page of of Part |

Name of organization ADVENTIST HEALTHCARE, INC.

Employer identification number

52-1532556

Contributors (see instructions)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
N Person
Payroll
$_________69,106. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
R Person
Payroll
$______1,122,523. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
$________596,726. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
S Person
Payroll
$________430,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
S Person
Payroll
$________387,527. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
$ 174,326. Noncash

(Complete Part Il if there is
a noncash contribution.)

JSA
0E1253 1.000

Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page of of Part |

Name of organization ADVENTIST HEALTHCARE, INC.

Employer identification number

52-1532556

Contributors (see instructions)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
S Person
Payroll
$_________29,425. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
S Person
Payroll
$__________7,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
R Person
Payroll
$_________15,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
O Person
Payroll
$_________25,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
$_________15,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
o e Person
Payroll
$ 10,000 Noncash

(Complete Part Il if there is
a noncash contribution.)

JSA
0E1253 1.000

Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page of of Part |

Name of organization ADVENTIST HEALTHCARE, INC.

Employer identification number

52-1532556

Contributors (see instructions)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
R Person
Payroll
$_________12,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
$__________T7,345. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
N Person
Payroll
$_________25,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
T Person
Payroll
$__________5,000. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
AT Person
Payroll
$__________7,500. Noncash

(Complete Part Il if there is
a noncash contribution.)

(b)

(c)

(d)

No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
$ 10,000 Noncash

(Complete Part Il if there is
a noncash contribution.)

JSA
0E1253 1.000

Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page of of Part |

Name of organization ADVENTIST HEALTHCARE,

INC.

Employer identification number

52-1532556

Contributors (see instructions)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
__________________________________________ $_________20,000. | Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
B Person
Payroll
__________________________________________ $________184,605. | Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
0E1253 1.000
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SCHEDULE C | OMB No. 1545-0047

(Form 990 or 990-EZ)

Political Campaign and Lobbying Activities
For Organizations Exempt From Income Tax Under section 501(c) and section 527
p Complete if the organization is described below.
p Attach to Form 990 or Form 990-EZ.

Open to Public
Inspection

Department of the Treasury
Internal Revenue Service

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part VI, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part lI-A. Do not complete Part II-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35a (Proxy Tax), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part I1I.
Name of organization Employer identification number
ADVENTIST HEALTHCARE, INC. 52-1532556
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities on behalf of or in opposition to

candidates for public office in Part IV.

» See separate instructions.

2 Poliical expenditures . . . . . . ... e e > 3
3 Volunteerhours | L L . . L. e e e e e
Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section 4955 . , , .. > S
2 Enter the amount of any excise tax incurred by organization managers under section 4955 .. >3
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . .. .. ... .. .. | lYes | _|No
4a Wasacorrectionmade? | . L L e e e e L_lves L _INo
b If"Yes," describe in Part IV.
Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
BCHVIEES | . . L o L i e e e e e e e e e >
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities | | . . .. ... L > s
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
N8 17D e e >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . . . @ ' i i i i e i e . |:| Yes |:| No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which filing
organization made payments. For each organization listed, enter the amount paid from the filing organization's funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC).If additional space is needed, provide information in Part IV.

(a) Name

(b) Address

(c) EIN

(d) Amount paid from
filing organization's
funds. If none, enter -0-.

(e) Amount of political
contributions received and
promptly and directly
delivered to a separate
political organization. If
none, enter -0-.

(1

2

©)]

(4)

(5)

(6)

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

JSA
0E1264 0.040

Schedule C (Form 990 or 990-EZ) 2010
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Schedule C (Form 990 or 990-EZ) 2010 Page 2
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check»| | if the filing organization belongs to an affiliated group.
B Checkp if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures” means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpose expenditures . . . . . . .. ... ... ...
Total exempt purpose expenditures (add lines1cand1d) . . ... ... ... ......
Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

- 0o QO 0 T o

If the amount on line 1e, column (a) or (b) is: | The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i Subtract line 1f from line 1c. If zero or less, enter-0- . . . . . . . . .. .. .. ...
j Ifthere is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting

section 4911 tax for this year? . . . . . i i i i i i i i i i e e e e e e e e e e e e e |:| Yes |:| No

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2007 (b) 2008 () 2009 (d) 2010 (e) Total
beginning in)

2 a Lobbying nontaxable amount

b Lobbying ceiling amount
(150% of line 2a, column (e))

c Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots ceiling amount
(150% of line 2d, column (e))

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2010

JSA
0E1265 0.020
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Schedule C (Form 990 or 990-EZ) 2010 Page 3

GCUAIEE]  Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

(a) (b)
Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? X
b Paid staff or hén'aéém'er'lt'(ihélljd'e 'cc;n;p;arllsétiloﬁ in e'x;')e'ns'els 'relpért'eél on lines 1'c'tr'1r(')u'gr'1 1|)'7 X
c Medla advertlsements') ---------------------------------------- X
d Mailings to members, legislators, or the public? X 39,205.
e Publications, or published or broadcast stateme}lt.s?' ..................... X
f  Grants to other organizations for lobbying purposes?: X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X 307,488.
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activities? If "Yes," describe in Parttiv....... ... X
j Total. Add lines 1c through 1i 346,693.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? _ . . X
b If"Yes,"enter the amount of any tax incurred under section 4912 . . . . . ... ... ..
¢ If "Yes,"enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . .

IR Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 orless? 2
3 Did the organization agree to carryover lobbying and political expenditures from the prior year? , . . . ... ... 3

dlIB=}] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) if BOTH Part lll-A, lines 1 and 2 are answered "No" OR if Part lll-A, line 3 is answered
IlYes-ll

1 Dues, assessments and similar amounts from members . .. L . 1

2  Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).

A CUIMENt YeAr | e e e e e e 2a
b Carryover from lastyear L 2b
c TOtaI -------------------------------------------------------- 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues . . .| 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure nextyear? = L e 4

5 Taxable amount of lobbying and political expenditures (seeinstructions) . . .. ... ... ... ... ... 5
Part IV Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; and Part II-B, line 1i.
Also, complete this part for any additional information.

JSA Schedule C (Form 990 or 990-EZ) 2010
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52-1532556

Schedule C (Form 990 or 990-EZ) 2010 Page 4
Part IV Supplemental Information (continued)

OTHER ACTIVITIES

SCHEDULE C, PART II-B, LINE 1

DURING 2010, ADVENTIST HEALTHCARE, INC. CONTINUED ITS LOBBYING ACTIVITIES

FROM PRIOR YEARS. ADVENTIST HEALTHCARE WAS INVOVED IN DIRECT CONTACT AND

LOBBYING ACTIVITIES AT THE LOCAL, STATE, AND FEDERAL LEVEL. ACTIVITIES

INCLUDED DISCUSSIONS WITH MONTGOMERY COUNTY AND PRINCE GEORGE'S COUNTY

OFFICIALS ABOUT VARIOUS COUNTY HEALTH CARE MATTERS, PARTICULARLY

REVOLVING AROUND THE LOCAL HEALTH CARE SAFETY NET AND ISSUES OF ACCESS TO

CARE. CONTACT WITH LEGISLATORS AND LOBBYING ON ISSUES AT THE STATE LEVEL

ALSO TOOK PLACE, PARTICULARLY AROUND ISSUES OF PUBLIC HEALTH AND ACCESS

TO HEALTH CARE SERVICES. AT THE FEDERAL LEVEL, ADVENTIST HEALTHCARE WAS

ENGAGED IN MONITORING LEGISLATIVE AND EXECUTIVE ACTIONS RELATED TO

FEDERAL HEALTH REFORM, HEALTHCARE REIMBURSEMENT, AND ACCESS TO HEALTHCARE

SERVICES.

JSA Schedule C (Form 990 or 990-EZ) 2010
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SCHEDULE D

| OMB No. 1545-0047

Supplemental Financial Statements

(Form 990)
p Complete if the organization answered "Yes," to Form 990,
PartlV, line 6,7, 8,9, 10, 11, or 12. :
Department of the Treasury . . Open to_ Public
Internal Revenue Service » Attach to Form 990. Pp See separate instructions. Inspection
Name of the organization Employer identification number

ADVENTIST HEALTHCARE, INC. 52-1532556

Organizations Maintaining Donor Advised Funds or Other Similar Funds or AccountsComplete if the
organization answered "Yes" to Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total numberatendofyear . ..........
Aggregate contributions to (during year)
Aggregate grants from (duringyear) ... ...
Aggregate value atend ofyear . ... .. ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? . . . .. ... ... |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be

used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other

purpose conferring impermissible private benefit? . . . . .. ... L. L L L e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part 1V, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

a b ON =

Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

Held at the End of the Tax Year
a Total number of conservationeasements . . . . .. ... ... .. ... ... 2a
b Total acreage restricted by conservationeasements . . . ... ... .. ... ........ 2b
¢ Number of conservation easements on a certified historic structure includedin(a) ... ... 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register . . . . . ... ... ... ... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » _________________

4 Number of states where property subject to conservation easementis located » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . ... ... ... ... ... ... .... |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

» _ ________
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

s _
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)

(@G 1TOMNABYIN? . . . . . .. oot e [Jves Llno
9 In Part X1V, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

1a |If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X1V, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

(i) Revenuesincluded in Form 990, Part VIIl, line 1 . .« « v o v v v i i o i e e e e e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v o i v i e e e e e e e e e e e e e e e e e e s ___

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenuesincluded in Form 990, Part VIIl, line1 . . . . . . . . . . . i i it e e e »s_
b Assetsincluded in Form 990, Part X . . . v v v v v u i e e h e e e e e e e ke e e e e e e e e e e e » $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2010
JsA
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Schedule D (Form 990) 2010 Page 2
(ETiJ|[l Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets(continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):

a Public exhibition d Loan or exchange programs
Scholarly research e B Other
c Preservation for future generatons T TTTTTTmmmmmmmm T
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . D Yes D No

Part IV Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV,
line 9, or reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custo dian or other intermediary for contributions or other assets not
included on FOrM 990, Part X? .« « « v v v v v e e e e e e e e e e e [ ]Yes [ |No

b If "Yes," explain the arrangement in Part XI V and complete the following table:
Amount
c Beginningbalance . . .. .. ... .. i o e e e e e 1c
d Additionsduringtheyear . .. .. .. ... it i e 1d
e Distributionsduringtheyear . . . ... ... .. ... i, 1e
f Endingbalance . . . . . . . . . i e e e e e e 1f
2a Did the organization include an amounton Form 990, Part X, line 21? . . . . . . . . . . . @ i v i v v v o v . |_| Yes |_| No

b If "Yes," explain the arrangement in Part XI V.
Endowment Funds. Complete if organization answered "Yes" to Form 990, Part |V, line 10.

(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

1a Beginning of year balance
Contributions . . . ... ... ..
c Net investment earnings, gains,
andlosses. . . . . .0 u ..
d Grants or scholarships . . . ...
e Other expenditures for facilities
andprograms . . . . . ... ...
f Administrative expenses . . . ..
g Endofyearbalance. .. .. ...
2 Provide the estimated percentage of the y ear end balance held as:

a Board designated or quasi-endowment p %
Permanent endowment p %

¢ Term endowment p %

3a Are there endowment funds not in the pos session of the organization that are held and administered for the

organization by: Yes | No
(i) unrelated organizations . . . . .« . o L L i e e e e e e e e e e e e e e 3a(i)
(i) related Organizations . . . . . @ v i i i i e e e e e e e e e e e e e e e e e e e e e 3a(ii)

b If "Yes" to 3a(ii), are the related organizati ons listed as required on Schedule R? . . . ... ... ... ...... 3b

4 Describe in Part XIV the intended uses of t he organization's endowment funds.
Part VI Land, Buildings, and EquipmentSee Form 990, Part X, line 10.

Description of investment (@) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
1a Land-. - - - & ¢ v v e 9,712,065. 9,712,065.
b Buildings - . ..o 341,307,576.|167,423, 645 173,883,931.
c Leasehold improvements - . . . . . .. .. 18,654,154. 13,606,358/ 5,047,796.
d Equipment ... .......... 0.0 168,400,360./116,595,486| 51,804,874.
e Other . ................... 104,072,887.| 13,292,832 90,780,055.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).) . . . . . . > 331,228,721.

Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010

Page 3

E AN Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value

(including name of security)

(c) Method of valuation:
Cost or end-of-year market value

(1) Financial derivatives ., . ., . ... ..........

(2) Closely-held equity interests

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »

=L AYIIM Investments - Program Related. See Form 990, Part X, line 13.

(a) Description of investment type (b) Book value (c) Method of valuation:
Cost or end-of-year market value
(1) LAND INVESTMENTS 50, 981,408. COST
2)
3)
4)
®)
(6)
(1)
(8)
)
(10)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) > 50,981,408.
Other Assets. See Form 990, Part X, line 15.
(a) Description (b) Book value
(1) CIP-NET (LWS LLC) 337.
(2) DEFERRED COMPENSATION FUND 1,769,688.
(3) DEPOSIT: SECURITY 242,682.
(4) DUE FROM RELATED ORGANIZATION 36,811,564.
®)
(6)
()
(8)
9)
(10)
Total. (Column (b) must equal Form 990, Part X, col. (B) i€ 15.) . » v v v & & & & & = = = = = = ®# # # # # ®© # ®# # # # & & o o . > 38,824,271.
Other Liabilities. See Form 990, Part X, line 25.
1 (a) Description of liability (b) Amount
1) Federal income taxes
2) 2005A OPTION LIABILITY 3,802,552.
3) COMPLIANCE LIABILITY RESERVE 7,713,096.
1,769,688.

5) INTEREST RATE SWAPS LIABILITY

14,752,444,

6) OTHER LONG TERM LIABILITIES

2,856,347.

7) PROFESSTIONAL LIABILITY INS: SE

10,221,624.

(
(
(
(4) DEFERRED COMPENSATION
(
(
(
(

8)

(9)

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B)line 25.) W

41,115,751.

2. FIN 48 (ASC 740) Footnote. In Part XIV, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740).

JSA
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Schedule D (Form 990) 2010 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
1 Total revenue (Form 990, Part VIII, column (A), line 12) . . . . . . . . . . s i . 1
Total expenses (Form 990, Part IX, column (A), line 25)
Excess or (deficit) for the year. Subtract line 2 from line 1
Net unrealized gains (losses) on investments
Donated services and use of facilities
Investment exXpenses . . . . . L ... L e e e
Prior period adjustments . . . L
Other (Describe in Part XIV.) . . L . e
Total adjustments (net). Add lines 4 through 8 . . . . . . . . . .
10 Excess or (deficit) for the year per audited financial statements. Combine lines3and9 . . ... .. 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1 Total revenue, gains, and other support per audited financial statements . . . . . . .. ... .... 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
Net unrealized gains on investments 2a

Donated services and use of facilities 2b

Recoveries of prior year grants 2c

Other (Describe in Part XIV.) 2d

Add lines 2a through 2d 2e

3 Subtractline 2e fromline 1 . . . . . . . . @ . i i i i i i i ittt e e e e e e e e e e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line  1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIV.) 4b

¢ Add lines 4a and 4b 4c

5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) . . . . . . . . .. .. .. 5
1PN Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements 1

2 Amounts included on line 1 but not on Form 990, Part IX, line 25:
Donated services and use of facilities 2a

Prior year adjustments 2b

Other losses 2c

Other (Describe in Part XIV.) 2d

Add lines 2a through 2d 2e

© o NOoOOL A~ WNDN
Ol N[ |~ |WIN

O 0 0 T O

O 0 0 T O

4 Amounts included on Form 990, Part IX, line 25, but noton line  1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIV.) 4b

¢ Add lines 4a and 4b 4c

5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line 18.) . . . . . . . . .. .. .. 5
ED A Supplemental Information

Complete this part to provide the descriptions required for PartIl, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part XI, line 8; Part XII, lines 2d and 4b; and Part Xlll, lines 2d and 4b. Also complete this part to provide
any additional information.

Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 52-1532556 Page 5
EWP U  Supplemental Information (continued)

PART X, LINE 2

FIN 48 FOOTNOTE

THE CORPORATION ACCOUNTS FOR UNCERTAINTY IN INCOME TAXES USING A

RECOGNITION THRESHOLD OF MORE-LIKELY-THAN-NOT TO BE SUSTAINED UPON

EXAMINATION BY THE APPROPRIATE TAXING AUTHORITY. MEASUREMENT OF THE TAX

UNCERTAINTY OCCURS IF THE RECOGNITION THRESHOLD IS MET. MANAGEMENT

DETERMINED THERE WERE NO TAX UNCERTAINTIES THAT MET THE RECOGNITION

THRESHOLD IN 2010 OR 2009.

THE CORPORATION'S POLICY IS TO RECOGNIZE INTEREST RELATED TO UNRECOGNIZED

TAX BENEFITS IN INTEREST EXPENSE AND PENALTIES IN OPERATING EXPENSES.

THE CORPORATION'S FEDERAL EXEMPT ORGANIZATION BUSINESS INCOME TAX RETURNS

FOR 2007, 2008 AND 2009 REMAIN SUBJECT TO EXAMINATION BY THE INTERNAL

REVENUE SERVICE.

Schedule D (Form 990) 2010
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SCHEDULE H Hospitals |OMB No. 1545-0047

(Form 990)

Department of the Treasury

Internal

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.

P Attach to Form 990. P> See separate instructions. Open to Public

| Revenue Service Inspection

Name of the organization

ADVENTIST HEALTHCARE, INC. 52-1532556
Financial Assistance and Certain Other Community Benefits at Cost

Employer identification number

Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . ... .. .. 1a | X
b If"Yes,"wasitawritten policy? . . . . . o i i o e e e e e e e e e e e e e e e 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG)to determine eligibility for providing free care to low income
individuals? If “Yes,”indicate which of the following was the FPGfamily income limit for eligibility for freecare: , ., ., . . ... .. 3a | X
100% |:| 150% 200% |:| Other ____ = %
b Did the organization use FPGto determine eligibility for providing discounted care to low income individuals? If
"Yes," indicate which of the following was the family income limit for eligibility for discounted care:, , , . ... ... 3b | X
200% |:| 250% 300% |:| 350% 400% Ij Other ____ %
c If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . . .. ... ... ... ... ... 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . .. ... ........ 5b
c If "Yes"to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted X
care to a patient who was eligible for free or discounted care?. . . . . . . . . v o v i i i L L h e e e 5S¢
6a Did the organization prepare a community benefit report during the tax year? . . . . ... .. ... . 0oL 6a | X
b If "Yes," did the organization make it available to the public? . . . .. ... ... i i 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aglfg’é‘r'gsmgr (oseig'vedl benefit expense revenue benefit expense of total
Programs {optional) ptional) expense
a Financial Assistance at cost
(from Worksheets 1and 2) « « « 14’364’904' 14’364’904' 2.50
b Unreimbursed Medicaid (from
Worksheet 3, columna) « « « «
€ Unreimbursed costs - other means-
tested government programs (from
Worksheet 3, column b) .
d Total Financial Assistance and
Means-Tested Government
Programs = = = + = & & s 14,364,904. 14,364,904. 2.50
Other Benefits
€ Community health improvement
oo ooty 15,758,767. 3,380,614. 12,378,153, 2.16
f  Health professions education
(fom Worksheet 5) « « « » - 2,952,023. 67,582. 2,884,441, .50
g Subsidized health services (from
Worksheet6) - » = = = - - 39,166,081. 13,052,531. 26,113,550. 4.55
h  Research (from Worksheet 7) « 2’064’766' 943’958' 1’120’808' -20
i Cash anc_:l in-kind contributions to
ngﬁggﬁu‘iﬂfmrﬁ_ o 2,170,872. 2,170,872. .38
j Total. Other Benefits + « » .+ . 62,112,500. 17,444,685. 44,667,824. 7.79
K Total. Addlines 7dand 7j . . . 76,477,413. 17,444,685. 59,032,728. 10.29
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2010
0E12éjfg.000
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Page 2

Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 50 4 756. 50 4 756. .01
2 Economic development 48,022. 48,022. .01
3 Community support 269, 525. 269, 525. .05
4 Environmental improvements 2,200. 2,200.
5 Leadership development and
training for community members 3 7 816. 3 7 816.
6 Coalition building 56,935. 56,935. .01
7 Community health improvement
advocacy 568,291. 568,291. .10
8 Workforce development 32,508. 32,508. .01
9 Other 574,328. 574,328. .10
10 Total 1,606,390. 1,606,390. .29
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association Statement NoO. 157 . . . . . . . . L L L e e e e e e e e e e e e e e e e e e e e e e e e e 1 | X
Enter the amount of the organization's bad debt expense (atcost) . . . ... ... ... 2 25,575,032.
Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's financial assistance policy . . . . . ... .. 3 8,671,434.
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines
2 and 3, and rationale for including a portion of bad debt amounts in community benefit.
Section B. Medicare
5 Enter total revenue received from Medicare (includingDSHand IME) . . . .. .. ... 5 199,462,787,
6 Enter Medicare allowable costs of care relating to paymentsonline5 .. ........ 6 161,758,496.
7 Subtract line 6 from line 5. This is the surplus (or shortfall) . . . .. ........... 7 37,704,291.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio |:| Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy during the taxyear? . .. ... ... ... ........ 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance?DescribeinPartVI , |, ., . . . . . . . . . . . 9b X

Management Companies and Joint Ventures

(a) Name of entity

(b) Description of primary
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock
ownership %

1 GERMANTOWN O/P IMAGI

OUTPATIENT IMAGING

50.00000

50.00000

(NG~ |W(N

9

10

11

12

13
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Facility Information

Section A. Hospital Facilities

(list in order of size, measured by total revenue per facility,
from largest to smallest)

How many hospital facilities did the organization operate
during the tax year? _ 5

Name and address

lendsoy pasuaol

|eo1bins g [eopew |ejsuss)

[epdsoy s,uaIpiiyd

|lendsoy Buiyoes |

lendsoy sseooe [eonu)

Ajoey yosessoy

sinoy $z-43

Joylo-y3

Other (describe)

1 SHADY GROVE ADVENTIST HOSPITAL

9901 MEDICAL CENTER DR

ROCKVILLE MD 20850

2 WASHINGTON ADVENTIST HOSPITAL

7600 CARROLL AVENUE

TAKOMA PARK MD 20912

3 HACKETTSTOWN REGIONAL HOSPITAL

651 WILLOW GROVE STREET

HACKETSSTOWN NJ 07840

SEPARATE LEGAL
ENTITY MANAGED BY
AHC

4 ADVENTIST REHAB HOSPITAL OF MD

9909 MEDICAL CENTER DR

ROCKVILLE MD 20850

SEPARATE LEGAL
ENTITY MANAGED BY
AHC

5 ADVENTIST BEHAVIORAL HEALTH

149501 BROSCHART ROAD

ROCKVILLE MD 20850

BEHAVIORAL TREATMENT
CENTER
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Schedule H (Form 990) 2010
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Page 4

Name of Hospital Facility: SHADY GROVE ADVENTIST HOSPITAL

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

—_— -

- JTKQ "0 o 0 T o

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . . i euninene..
If "Yes,"indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
|| How data was obtained
|| The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 o
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . ... . ... e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . . . . ... ..
Did the hospital facility make its Needs Assessment widely available to the public? . . . . ... ... ......
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
|| Hospital facility's website
|| Available upon request from the hospital facility
L__| Other (describe in Part VI)
If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
|| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
L__| Other (describe in Part VI)
Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e w e e e e e e e w w e e e e e e w e e e a e a e e e e w e e x e e e e w e e e e

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
0=
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? |, . . . L e e e e e e e
If "Yes," indicate the FPG family income limit for eligibility for freecare: _ _ _ %
OB 12655000 Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Page 4

Name of Hospital Facility: WASHINGTON ADVENTIST HOSPITAL

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 2

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

—_— -

- JTKQ "0 o 0 T o

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . . i euninene..
If "Yes,"indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
|| How data was obtained
|| The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 o
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . ... . ... e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . . . . ... ..
Did the hospital facility make its Needs Assessment widely available to the public? . . . . ... ... ......
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
|| Hospital facility's website
|| Available upon request from the hospital facility
L__| Other (describe in Part VI)
If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
|| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
L__| Other (describe in Part VI)
Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e w e e e e e e e w w e e e e e e w e e e a e a e e e e w e e x e e e e w e e e e

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
0=
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? |, . . . L e e e e e e e
If "Yes," indicate the FPG family income limit for eligibility for freecare: _ _ _ %
OB 12655000 Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Page 4

Name of Hospital Facility: HACKETTSTOWN REGIONAL HOSPITAL

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 3

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

—_— -

- JTKQ "0 o 0 T o

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . . i euninene..
If "Yes,"indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
|| How data was obtained
|| The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 o
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . ... . ... e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . . . . ... ..
Did the hospital facility make its Needs Assessment widely available to the public? . . . . ... ... ......
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
|| Hospital facility's website
|| Available upon request from the hospital facility
L__| Other (describe in Part VI)
If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
|| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
L__| Other (describe in Part VI)
Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e w e e e e e e e w w e e e e e e w e e e a e a e e e e w e e x e e e e w e e e e

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
0=
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? |, . . . L e e e e e e e
If "Yes," indicate the FPG family income limit for eligibility for freecare: _ _ _ %
OB 12655000 Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Page 4

Name of Hospital Facility: ADVENTIST REHAB HOSPITAL OF MD

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 4

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

—_— -

- JTKQ "0 o 0 T o

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . . i euninene..
If "Yes,"indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
|| How data was obtained
|| The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 o
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . ... . ... e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . . . . ... ..
Did the hospital facility make its Needs Assessment widely available to the public? . . . . ... ... ......
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
|| Hospital facility's website
|| Available upon request from the hospital facility
L__| Other (describe in Part VI)
If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
|| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
L__| Other (describe in Part VI)
Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e w e e e e e e e w w e e e e e e w e e e a e a e e e e w e e x e e e e w e e e e

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
0=
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? |, . . . L e e e e e e e
If "Yes," indicate the FPG family income limit for eligibility for freecare: _ _ _ %
OB 12655000 Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Page 4

Name of Hospital Facility: ADVENTIST BEHAVIORAL HEALTH

Line Number of Hospital Facility (from Schedule H, Part V, Section A): S

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

—_— -

- JTKQ "0 o 0 T o

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . . i euninene..
If "Yes,"indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
|| How data was obtained
|| The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess all of the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 o
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . ... . ... e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . . . . ... ..
Did the hospital facility make its Needs Assessment widely available to the public? . . . . ... ... ......
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
|| Hospital facility's website
|| Available upon request from the hospital facility
L__| Other (describe in Part VI)
If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
|| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community
|| Prioritization of services that the hospital facility will undertake to meet health needs in its community
L__| Other (describe in Part VI)
Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e w e e e e e e e w w e e e e e e w e e e a e a e e e e w e e x e e e e w e e e e

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
0=
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? |, . . . L e e e e e e e
If "Yes," indicate the FPG family income limit for eligibility for freecare: _ _ _ %
OB 12655000 Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010

Page 5

Facility Information (continued) __ SHADY GROVE ADVENTIST HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . .. ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ | | Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | Stateregulation
h | | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . o 12
13  Included measures to publicize the policy within the community served by the hospital facility? . . . .. . .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | Thepolicy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | | The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? = . . 14
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | . L e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Bodyattachments
e || Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
c || Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d |:| Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010

Page 5

Facility Information (continued) _ WASHINGTON ADVENTIST HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . .. ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ | | Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | Stateregulation
h | | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . o 12
13  Included measures to publicize the policy within the community served by the hospital facility? . . . .. . .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | Thepolicy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | | The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? = . . 14
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | . L e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Bodyattachments
e || Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
c || Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d |:| Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010

Page 5

Facility Information (continued) _ HACKETTSTOWN REGIONAL HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . .. ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ | | Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | Stateregulation
h | | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . o 12
13  Included measures to publicize the policy within the community served by the hospital facility? . . . .. . .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | Thepolicy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | | The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? = . . 14
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | . L e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Bodyattachments
e || Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
c || Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d |:| Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010

Page 5

Facility Information (continued) _ ADVENTIST REHAB HOSPITAL OF MD
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . .. ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ | | Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | Stateregulation
h | | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . o 12
13  Included measures to publicize the policy within the community served by the hospital facility? . . . .. . .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | Thepolicy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | | The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? = . . 14
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | . L e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Bodyattachments
e || Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
c || Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d |:| Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
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Schedule H (Form 990) 2010

Page 5

Facility Information (continued) _ ADVENTIST BEHAVIORAL HEALTH
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . .. ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ | | Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | Stateregulation
h | | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . o 12
13  Included measures to publicize the policy within the community served by the hospital facility? . . . .. . .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | Thepolicy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | | The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? = . . 14
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | . L e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Bodyattachments
e || Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
c || Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d |:| Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
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Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . .. ... ... .. 18
If "No," indicate the reasons why (check all that apply):

a The hospital facility did not provide care for any emergency medical conditions

b The hospital facility did not have a policy relating to emergency medical care

c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part VI)

d [_| Other (describe in Part VI)

Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance
covering emergency or other medically necessary care (check all that apply):

a The hospital facility used the lowest negotiated commercial insurance rate for those services at the
hospital facility

b |:| The hospital facility used the average of the three lowest negotiated commercial insurance rates for
those services at the hospital facility

c |:| The hospital facility used the Medicare rate for those services

d [_| Other (describe in Part Vi)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such
CAE . i i i i e e e 20
If "Yes," 